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DO NOT WRITE
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VS 300

1. PLACE OF DEATH 0 il 2. USUAL RESIDENCE (Where doceased lived. If institution: Residence before
Rev. 4/59 ﬁ P £

a, COUNTY a. STAYEM’.;.SG”R; b. COUNTY cﬁps admission)

b. C‘IJ'LY {If gutside corporate lim'in, give TOWNSHIP enly) Length of stay in 1b <. C‘;TRY R Inside Limits
Toch ?ﬂEE (;!8&&35’!“— MmiN - TOWN eﬂpe GR}?X?EH“ Yes 00 No [X

c. f-l%éP?‘II'AI.EOEF (If NOT in hospital, give lfcnian) Inside Limits d. :I;%EREETSS {If cutside, give location) Reside on Farm
NettioN, foarn £ AsT Missouri Ho s p.f X oo RED._[-Nesr or (pe =0 X

3. NAME OF DECEASED é-' First Middle Last 4. DATE Month Da

(Type or prin1} D&/ﬁf wooéﬁ-y ?’ESTQ/V DEATH /”ﬂ/ 3. / ?602

5. SEX 4. COLOR OR RACE 7. Married [1  Nevef Married [ [8. DATE OF BIRTH | 9- AGE {last birthdewf | (F UNDER T YEAR (F UNDER 24 HR
a

M?ﬁ\.l € Waite Widowed 3 Pivarced O | flgp 3 1898 F 4 Margra Dty [ Hours [ i

10a. USLUAL OCCUPATION (Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY[ 11. BIRTHPLACE {City and stste or country) | 12. CITIZEN OF WHAT COUNTRY

E during most Ef working Iifegeven Cpr-e!iare%l") ?ﬂ 1:’ E ‘. 3 ] STHMBER?Iy Ma . ﬁ .J:A .

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QOF HUSBAND OR WIFE
[]

Thomns Jerrerson TRESToN | MARY TRuE X EARy JuhiniTA TRESTON

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SEQURITY NO. [ 17. INFORMANT / Address
-

{Yes, ns,frauriknnwn)[ 13 yIi iiva K dates of servid 3’ TOJMEI)’ 7:‘ ZEJ 7’44/ X*'/'f”ﬂ'@”}?ﬂ’fn Mﬂ,

18." CAUSE OF DEATH (Enter only one cause per line INTERVAL BETWEEN
PART . DEATH WAS CAUSED BY: < . ousynn DEATH
IMMEDIATE CAUSE (a) M&Mﬂm H

Conditions, if any, DUE TO {b)
which gave rise to
sbove couse (a),
stating the under-
lying cause iast, DUE TO {c}

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not retated to the termjnal PART LI, If deceased was female was
-

disease condition given in PART | (a) . there a pregnancy in last 90 days.
M M IDYM I {0 No I O Unknown

19. WAS AUTOPSY | 20a. ACCIDENT, SUICIDE HOMICIDE 20k. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 16.)
PERFORMED? - - 0 . O O
YES[J NOQO)

20c. TIME OF Houtl >  Maonth, Day, Year
INJURY aum
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about homae, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, affice bidg., etc.)
NOT WHILE AT WORK [J

/ .
21, | attended the deceased from 7"‘ /2 = éL, loi_a___ = ‘4""" last sau@ive on, 12-13-61
__ 8,20 P, M, on 5=3-62 =

on the date stated above, and to the best of my knowledge, from the causes stated. )
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MEDICAL CERTIFICATION

Death occurred at

5. e or title) 22b. ADDRESS 22¢.DATE SIGNED
ey St il 714, Broaduay, Cepe Girardeat, My

Z%a. BURIAL, CREMATION, | 23b. DATE 3¢ NAME OF CEMERERY OR CREMATORY 23d._LOCATION (City, town, or county) (State)

MM Lwiow TARK Cemerery | ()
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY CAL REG.
Biiohive sorr fune 2ol Home - rarsce Mol 5- - [ 707

{Licensed Embalmer’s Staternent on Reverse Side)

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO,




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. 7
Student Signeda/‘; M% . é s:| ")'NQ‘ 2; !

Signature of Student Embalmer
Licensed Embalmer,No. ; ; 73

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING.
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

{Failure to comply




